
píete and does not contain Powers' case nor mine of
1904.

It is not necessary to demonstrate by more extensive
references to the literature that the disease is uncommon.
We should be on the alert to discover its existence at an

early stage, using, if necessary, extraordinary expedients,
such as exploratory incision, in order to remove the dis¬
ease radically at a period when it is confined to the pros¬
tate. As most of the cases occur in young individuals,
any unusual size of the prostate or otherwise unexplain-
hhle obstructive symptoms should bring the possibility of
this tumor to our minds.

Oase 1.—History.—My first ease was that of a man, aged
35, referred to me by Dr. P. R. Bolton, who had operated on
him at the New York Hospital in 1904, removing from the
prostate an intravesical projection which had greatly inter¬
fered with evacuation of the bladder. The portion removed
was reported by the pathological laboratory to be a small
round-cell sarcoma of the prostate.

Examination.—The tumor of the prostate grew rapidly and
the patient came under my care at St. Luke's four months
after the previous operation. Rectal examination showed a

diffuse, even, firm mass the size of a small fist occupying the
prostatic region.

Operation.—The prostate was removed en masse with the
neck of the bladder by a combined suprapubic and perincal
operation, but the patient succumbed to increasing exhaustion.
No autopsy.

Case 2.—History.—G. G., aged 36, married. Italian laborer,
was admitted to St. Luke's Hospital, Nov. 10, 1907, referred
by Dr. M. J. Echeverría. There is no history of venereal dis¬
ease.

Present Illness.—About two months before admission the
patient began to notice pain in the lower abdomen, somewhat
more- marked on the right side, pretty constant, with occa¬
sional exacerbations. Urination was frequent, particularly at
night. The patient had trouble in starting stream, and had to
strain to empty bladder. There was also some scalding sensa¬
tion. The urine was often cloudy, but blood was absent ; there
was no urethral discharge. The patient was constipated.
There was loss of weight and strength.

Examination.—There was abdominal (Mstention below the um¬

bilicus. A mass could be felt extending from the umbilicus well
down into the pelvis, which was hard and not freely movable.
There was a retained left testicle. Rectal examination showed
the axis of the rectum deflected to the right. An irregular mass,
the size of the fist, hard and immovable, replaced the prostate.
A soft catheter passed easily, withdrawing an ounce of residual
urine. There was slight elevation of temperature and pulse.
Blood examination showed 9,900 whites; polynuclears 80 per
cent. Urine examination varied, but usually showed blood and
albumin.

Operation.—November 15 exploratory operation was made to
determine whether radical removal might be feasible; but it
was found that the mass involved the other pelvic contents to
a degree that made removal impossible. A fragment was
removed for microscopic examination. Suprapubic drainage
was instituted for prophylaxis of developing obstruction.

Postoperative History.—The growth of the tumor was very
rapid; but the patient was now free from pain. Coley's fluid
was used without appreciable results. The patient died of gen¬
eral exhaustion; the tumor mass then nearly filled the abdo¬
men.

Pathologic Report.—By Dr. F. C. Wood. Macroscopic exam¬

ination: Specimen consists of several small pieces of tissue
removed from tumor of the prostate. Microscopic examina¬
tion: Sections show a small round-cell sarcoma which is
moderately vascular. The cells are regular in outline, not
closely packed together, but separated by considerable inter¬
cellular stroma. Mitoses are frequent.

NUMBER OF AUTHENTIC CASES

Analyzing the cases tabulated by Powers and Proust,
eliminating those in the hitter's table which are not
accepted by Powers, we have 32, namely :

Rose. 2 West. 1
Socin. S Stein. I
Tordens. 1 Hughes (Whailou) . 1
Kaufmann. 4 Burckhardt. 1
Bireh-Hirsehfeld. 1 Verhoogen. 1
Schafeck-Bayer. 1 Marsh. 3.
Ley. 2 Mathias. 1
Spanton. 1 Botesen. 1
Hind. 1 Gibson (first case). 1
Van der Hoeven. 1 Stern. 1
Grattzer. 1 Powers. 1
Bartb .*. 1
Oleva. 1 32
Guyon (Proust). 1

To these must be added Cabot's second case5 (J. K.,
aged 75, operated April 21, 1904; tumor examined by
Dr. F. W. Whitney and found to be a small spindle-cell
sarcoma) and Gibson's second case.

Bobbeo (Turin) reports a case with autopsy and
microscopic examination."

Depage7 successfully removed a prostate weighing 650
grams from a man of 25. Microscopic examination
showed small, round-cell sarcoma.

These are the absolutely authenticated cases, number¬
ing 36.

8 East Fifty-eighth Street.

THE ETIOLOGY OF THE TYPHUS FEVER
(TABARDILLO) OF MEXICO CITY

A FURTHER PRELIMINARY REPORT*
H. T. RICKETTS, M.D.

AND

RUSSELL M. WILDER
CHICAGO

Some months ago1 we reported an experiment in
which the virus of typhus, as it exists in the diluted
serum of the patient, failed to pass through a Berkefeld
filter. The monkey which received the tmfutered serum,
exhibited  severe course of fever after an incubation
period of five days, whereas the animal which received
the filtered serum developed no fever and remained per¬
fectly well.

The immunity test, which has not been reported here¬
tofore, confirmed the conclusion that the virus did not
pass through the filter. This test, which was givenabout one month following the "filtration experiment,''
consisted of the intraperitoneal injection of 7 c.c. of
diluted defibrinated blood drawn from a human patient
on the tenth or eleventh day of his fever. No. 3, which
had tolerated the filtered serum without visible dis¬
turbance, showed a course of high fever lasting eleven
days, and preceded by an incubation period of seven
days, as the result of the immunity test. The animal
which had received the unfiltered serum died as a con¬
sequence, and of course, no immunity test could be
given.

This experiment has been repeated with a similar
result. No. 19, which received filtered serum, showed
no signs of infection, whereas No. 18, which was given
unfiltered serum, passed through the customary incu¬
bation period followed by a severe course of fever.

Anderson and Goldberger2 obtained a similar result.
It seems, therefore, that the evidence is sufficiently

strong that the virus of tabardillo does not pass through
5. Cabot, A. T.: Papers on Genito-Urinary Surgery, Boston,David Clapp & Son, 1907.
6. Centralbl. f. Chir., 1909.
7. Jour. d. chir., Bruxelles. 1908, p. 372.
* From the University of Chicago (Department of Pathology)

and the Memorial Institute for Infectious Diseases, Chicago.
1. The Journal A. M. A., Feb. 5, 1910, p. 463.
2. Anderson and Goldberger: Pub. Health Rep., Feb. 18, 1910.
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a filter of the type mentioned. This being the ease, the
result may be taken as offering a suggestion in regard
to the probable or approximate size of the virus. It
seems not unlikely, in view of its non-filterability, that
the micro-organism is of such size that it should be
susceptible to observation microscopically, provided its
tinctorial affinities and density are favorable.

Prompted by this probability, we have been engaged
in a careful search of the blood of patients for the pres¬
ence of micro-organisms, correlating our findings with
the microbic- content of the organs of the body louse,
which has the power of carrying the disease. It will
be apparent that the results do not prove that the organ¬
ism to be described is the cause of typhus, but to our
minds they have a suggestive value which is sufficient
to render their preliminary presentation justifiable.
They may be stated briefly as follows:

1. In the stained (Giemsa) preparation of the blood
of patients, taken on from the seventh to the twelfth
day of the disease, we invariably have found a short
bacillus which has roughly the morphology of those
which belong to the "hemorrhagic septicemia group."
Usually it appears to stain solidly, but on minute exam¬
ination an unstained or faintly stained bar is seen to
extend across the middle. Occasionally two organisms
are seen end to end. Exact measurements have not
been made, but when compared with the size of the
erythrocyte, their length is estimated at hardly more
than two micromillimeters, and their diameter at about
one-third this figure. Certain other bodies, the identify
of which is not so clear, may represent degeneration or

involution forms of the above. They consist of two
stained granules, connected by an "intermediate sub¬
stance," which is stained faintly blue or not at all. Fre¬
quently one of these granules, or "poles," is larger than
the other and stained a deep purple, whereas the smaller
takes a faint blue color.

2. In moist preparations of the blood of patients,
baeillary bodies, with a structure like that mentioned
above, have been encountered in all cases. The differen¬
tiation of the forms into two halves, separated by a line
or narrow zone of a substance of different refractive
power, may be observed. They possess no active motil-
ity. but vibrate more or less rapidly.

3. The dejecta and various organs of a large series
of lice have been stained in a similar way and examined
for the presence of micro-organisms. Certain groups
had been deliberately infected by permitting the lice to
feed on patients, while others were supposedly normal,
having been collected from healthy individuals. Strep-
tocococci, staphylococci, an oval bacillus occurring in
clusters, and certain solid staining bacilli are encoun¬
tered irregularly and indifferently in the feces and in¬
testinal contents of both "normal" and "infected" lice.
Polar-staining organisms have been found occasionally
in the feces, and intestinal contents of "normal" lice,
whereas they are present almost constantly, and often
in large numbers, in similar material from "infected"
individuals.

Protozoa have not been recognized. Micro-organisms
are encountered occasionally in preparation of the sali¬
vary glands, ovary, eggs, and testes of the louse. Fur¬
ther study is needed to determine whether they are pres¬
ent in these tissues as a result of faulty technic, or not.

TECHNIC

Probably no field of microscopic research is more ex¬

posed to errors and misinterpretation than the search
of the blood for micro-organisms of an unknown char-

acter. We shall not at this time consider the many
sources of confusion which are inherent in the blood
itself, and in methods of its preparation. Naturally we
have attempted to avoid being led astray by these con¬
ditions. Accidental contaminations from outside have
been guarded against carefully. Slides and cover-

glasses were cleaned in sulphuric acid and potassium
bichromate, washed in freshly distilled water and pre¬
served in absolute alcohol. The latter was removed by
freshly laundered linen just prior to making the prep¬
arations. Forceps previously flamed were used in man¬

ipulating the glass. The water employed in diluting
the Giemsa stain was distilled, then filtered, autoelaved
and preserved in small flasks, which had been cleaned
and rinsed repeatedly with filtered water. Preparations
of the blood were covered at once to avoid contamination
from the air. The blood was taken from the ear after
the latter had been scrubbed with green soap and abso¬
lute alcohol by means of sterilized cotton.

FREQUENCY OP THE BACILLI IN THE BLOOD

The organisms described have been found to be more
numerous in the blood within three or four days prior
to crisis than before 'this period. In comparison with
the frequency with which the organism of malaria and
trypanosomiasis are encountered in the blood of patients
the bacilli would be considered quite rare. It is rare
to recognize a bacillus short of one trip across a three-
fouiths-inch cover-glass, and frequently it is necessary
to cover this distance two or three times. This is true
of both the stained and the fresh preparations. A
rough, and naturally inaccurate, idea of their number
may be obtained from the consideration that 0.01 c.c.
of blood made from fourteen to twenty-four smears on
the three-quarter-inch cover-glass, as determined in two
observations. With the 2-millimeter apochromatic ob¬
jective of Zeiss and with the No. 6 compensating ocular,
and with the tube drawn out to 16 millimeters, it is re¬

quired to traverse the preparation from 80 to 90 times in
order to observe the entire surface of one cover-glass.
Hence one might expect, roughly, to find from 300 to
2,000 bacilli in 0.01 c.c. of blood.

In the intestinal contents of the "infected" louse, it
is occasionally necessary to search for three or four min¬
utes before bipolar organisms are found, but in most in¬
stances organisms of this type are much more numerous
in the intestine of the "infected" louse, and fifteen or

twenty may be found in a single field.
It has occurred to us that the segmented bacilli ob¬

served in the blood may be identical with the bipolar
forms, which are found in the intestinal contents of the
louse. The differences are not greater than those which
are encountered in the known organisms of this type,
such as the plague bacilli and that found in association
with Rocky Mountain spotted fever.

THEORETICAL CONSIDERATIONS

Considering that typhus is an insect-borne disease,
the first thought in regard to its microbic etiology would
naturally involve an organism of protozoan character,
on the basis of analogies which are known to all. Yet
our knowledge of the rôle of the flea in the transmission
of the bacillus of plague, of the tick in South Africa in
carrying the spirillum of tick fever, and of the same in¬
sect in carrying the bacilli which are associated with
Rocky Mountain spotted fever, should leave us without
prejudice regarding the etiology of some other insect- ;
borne disease. It seems, therefore, that our minds
should be open to conviction in relation to a bacterial
cause for typhus as well as protozoan.
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There are, in addition, at least two features of typhus
which would suggest a bacterial rather than a protozoan
cause.

The first consists of the fact that typhus is an acute
self-limited disease, in so far as clinical evidence can
show. This condition is more in harmony with a bac¬
terial rather than a protozoan cause, inasmuch as the
protozoan diseases, in so far as their etiology has been
determined, are chronic in character, provided the ani¬
mal survives the initial acute attack.

A second condition which suggests bacterial etiology
consists of the fact that one attack of typhus, at least
in the monkey, confers immunity to further inocula¬
tions. It is true that not all bacterial diseases confer
such immunity, but it is equally true that immunity is
not recognized as a distinctive feature of protozoan in¬
fections.

If we may be permitted to resort to another analogy,
some ground may be found for the theory that typhus

; is caused by an organism of the "hemorrhagie septice-
: mia group" of bacteria. This relates to the fact that

,

typhus actually is a hemorrhagie septicemia from the
clinical and experimental standpoints, and that it has
certain points which are distinctly common to plague
and Rocky Mountain spotted fever, both of which may
be classed as hemorrhagie septicemias. We are inclined
to consider, therefore, that the three diseases mentioned
constitute a group of human "hemorrhagie septicemias,"

We are aware that others have described organisms
more or less similar to the one we have considered in
relation to typhus, but in so far as we know they are

organisms which are susceptible to cultivation by ordi¬
nary means. Gavino and his assistants in Mexico City
and Anderson and Goldberger have failed to cultivate
an organism of any type from typhus, and this has
been our experience also. We consequently conclude
that the organism we described is not susceptible to cul¬
tivation under ordinary conditions. This is corrobor¬
ated by the fact that two experiments failed to yield an

organism of this type from the intestinal contents of
the louse.

It is the purpose of this paper to present the obser¬
vations and the theoretical considerations which have
been mentioned solely because of their suggestive value.
It is clear in our minds that the grounds are not suffi¬
cient for claiming an etiologic rôle on the part of the
organism described, yet the conditions under which they
are found, together with the theoretical argument pre¬
sented above, appear to demand that they be taken some¬

what seriously and subjected to further study in their
relationship to typhus.

We desire to express our obligations to the Department of
Public Instruction of Mexico; to Director Gavino of the Bac¬
tériologie Institute; to the authorities of the General Hospi¬
tal; and particularly to Dr. Escalona, for their numerous

courtesies.

The Professional Anesthetist.—To the patient the profes¬
sional anesthetist is of inestimable value for he relieves the
surgeon totally of the worries of the anesthetic and permits
him to give all his attention to the operation. To the surgeon
he gives a feeling of confidence which knows no value. Due to
his experience and skill, the professional anesthetist can

usually learn the anesthetic characteristics of the patient. He
knows when it is advisable or necessary to administer hypo¬
dermics of strychnin, morphin, scopolamin or atropin. He
knows what preliminary anesthetic it is best to administer
and what general one should follow, how to avoid the dangers
when it becomes necessary to change from one anesthetic to
another.—E. Metzenbaum, in Ohio State Medical Journal.

LOCAL ANESTHESIA WITH QUININ AND
UEEA HYDBOCHLOBID

HENRY THIBAULT, M.D.
SCOTT, ARK.

The following report of an experience with the bimu-
riate of quinin and urea hydrochlorid may prove of some
value to surgeons doing abdominal work, especially in
cases in which general anesthesia is undesirable.

History.—Strangulation of an old inguinal hernia occurred,
March 10, in a negress, aged 64, who had. in addition, inoper¬
able cancer of the uterus and rectum. The circulation was

poor. There were arrhythmia, edema, considerable arterial
sclerosis, beginning dilatation of the heart; slight cough, some

pulmonary secretion and a parenchymatous nephritis.
Operation.—Immediate operation was necessary and both

physicians called in consultation thought that general anes¬

thesia would almost certainly prove fatal. The operation was

done under local anesthesia, induced by injecting a 0.25 per
cent, solution of quinin and urea hydrochlorid. The
tissues above the canal were moderately infiltrated with the
solution, and there was no pain until after the canal was laid
open, when the peritoneum was found to be quite sensitive.
About 2 drams of the warmed solution was poured into the
canal and in a few minutes there was perfect anesthesia of the
parietal peritoneum and the operation was finished without
the patient at any subsequent time feeling any pain, although
considerable adhesions were broken up. There was no local
reaction in the peritoneum, union was primary and there was

no shock. The fluid poured into the canal gradually escaped
into the abdomen as the adhesions were broken up. There was
no pain after the operation and nothing to indicate that any
peritoneal irritation had taken place.

While it is dangerous to draw conclusions from a sin¬
gle case, this report is at least worth attention and sug¬
gests that the solution might be poured into the abdo¬
men and more extensive operations done without pain
or injury to the patient, as the presence of the solution
seems to render the handling of the abdominal viscera
painless.

Therapeutics
HYPERTENSION

Increased arterial tension is probably always the
incipient stage of arteriosclerosis and a more or less pro¬
longed condition before the ever-increasing cardiovascu¬
lar-renal disease is actually in evidence. Deaths from
one end of this tripod, viz. : cardiac, arterial, or kidney
lesions, are on the increase in civilized countries, and
especially in America. Increased arterial tension, at
first intermittent, then more or less persistent, is a fore¬
runner of the disease that is really one that should be
only that of old age. The age of apoplexy is growing
younger. Valvular disease of the heart without previous
history of tangible cause, such as inflammatory rheuma¬
tism, chorea, diphtheria, or other infection, is markedly
on the increase, and chronic nephritis is climbing up the
scale of frequency of the causes of death, especially in
cities.

The recognized causes of early hypertension, and later
arteriosclerosis, are severe infections, septic processes,
typhoid fever, syphilis and the necessary prolonged use
of mercury, and chronic lead poisoning, which is now
rare. Causes that are not generally recognized are nerv¬
ous hypertension, which is due to the excessive rapidity
of our lives (most especially of men, but also of
women) ; and chronic nicotin poisoning, which is occur¬

ring more and more frequently because, although a lar¬
ger percentage of any gathering of men than ever before
do not smoke at all, of the men who do smoke more
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